With 
Summary:
With atic ducts had vermicular shapes, and nonulcerated portions projected from the ulcerated base (Fig. 4) Retrograde pancreaticocholangiography: The bile and pancreatic ducts were dilated to 28 mm and 10 mm, respectively. Each end was constricted forming a wedge (Fig. 5) .
CT of the abdominal region: Dilatations of the pyloric bile duct, bile duct and pancreatic duct were found. Also, an enlargement of lymph node No.14 in the root of the upper mesenteric artery was observed (Fig. 6 ). found by postoperative endoscopy.
During the hospitalization, a fever which appeared to be attributable to cholangitis developed, but it subsided after treatment with antibiotics.
At 2 years and 6 months after the operation, the patient was fine.
Discussion
With the Wipple surgical procedure, the development of an ulcer in the anastomosis site, early after the operation, has been observed. Warren (1969) successfully prevented this ulceration by a combined resection of a wide-range of the stomach and all of the vagal trunks. Thereafter, a wide-range gastrectomy was generally performed when a pancreatic head-duodenectomy was required. Traverso and Longmire (1978) reported that no ulceration developed in the anastomosis site after a pancreatic headduodenectomy retaining the pylorus in a patient with chronic pancreatitis. In Japan, Suzuki et al. (1985 Suzuki et al. ( , 1987 performed operations using this procedure on 10 patients and found no ulceration at the anastomosis site. Also, Suzuki et al. (1985 Suzuki et al. ( , 1987 treated the pancreas between the liver and duodenum protectively, and experimentally demonstrated the merit of retaining, as much as possible, the right gastric artery and pyloric vagal branches. They used this procedure frequently. In the beginning, however, the procedure was considered to be useful for benign tumors only by the majority of practitioners because of the necessity for radical removal of the lymph nodes. Recently, the procedure has been used in many institutions, not only for cancer of the papilla and lower bile duct, but also for cancer of the pancreatic head (Fig. 7) .
A variety of methods for digestive tract reconstruction retaining the pylorus have been described based on safety and preservation of digestion (Fig. 10) . One of he problems with a pancreatic head-duodenectomy is the leakage of pancreatic juice due to a failure of the anastomosis. This complication is occasionally fatal. In 1946, Waugh and Clagett (1946) described the first clinical pancreaticogastrostomy. Akiyama et al. (1985) first used this procedure in Japan. Watanabe et al. (1985) used the procedure on 10 patients and reported that no leakage of pancreatic or bile juice was observed, no pancreatitis occurred, and no problems in the PABA exlusion rate measured after the operation were found. Factors contributing to the high safety of a pancreaticogastrostomy are 1) tension in the anastomosis is low because the distance from the pancreas to the dorsal stomach wall is short, anatomically, 2) the wall of the stomach is thicker and has more blood flow than the wall of the small intestine, 3) healing of the anastomosis site is not disturbed because pancreatic enzymes are not activated after secretion into the stomach, and 4) suturing is easier than in the jejunum and is relatively unaffected by the size of the pancreatic cut-end. Whether the complete opening of the pancreatic duct can be retained over the long term after a pancreaticogastrostomy is a matter of concern. Further investigation on this matter is needed, together with an examination of digestion and absorption under these condi-tions. Initially pancreaticogastrostomies were performed with gastrectomies. However, Flautner et al. (1985) and Takada et al. (1978) used pancreaticogastrostomies to reconstruct the pancreas with pylorus-retaining pancreatic head-duodenectomies. Both groups reported that this operation could be performed safely (Takada et al. 1978; Flautner et al. 1985) . With a gastrectomy, the remaining stomach must be a specific size because the pancreatic cut-end and the stomach should be near each other. In this respect, the whole stomach is obviously more suitable for the anastomosis. Two tubes, an RTBD tube and a tube for gastric fistulization, and 1 Penrose drain tube for the preparation of Winslow's foramen are led outside the body. Postoperative control of elderly patients can be performed easily.
In conclusion, the present method is very useful for the treatment of malignant diseases in the early stages especially for elderly patients and when the QOL is considered.
